
Practicum/Supervised Field Experience Information Sheet

Student name: _____________________________________________ Program: ____________________________________________ 

Date: ___________________   Semester: __________________   Year: ____________________________________________________

Student Information

NAME: _______________________________________________________________________________________________________

ADDRESS (Please include complete mailing address): ________________________________________________________________

 _______________________________________________________________________________________________________________     

PHONE:________________________________EMAIL:________________________________________________________________

Placement Information

AGENCY NAME:___________________________________________________WEBSITE:__________________________________

PHONE:_______________________________________ADDRESS (complete mailing address):_______________________________

________________________________________________________________________________________________________________

TYPES OF CLIENTS/PATIENTS: _________________________________________________________________________________

AAMFT approved___________Date license issued______________State Issuing__________________Exp date____________________

Appropriate verification has been provided____________________________________________________________________________

Supervisor Information I

SUPERVISOR:__________________________________________________________________________________________________           

PHONE:_____________________________EMAIL:____________________________________________________________________

ADDRESS:______________________________________________________________________________________________________

LIC #: MFT_______________LCSW___________________Clinical Psychologist____________________________________________

Board Certified Psychiatrist___________________________________________Other________________________________________ 

Agreement in effect from:______________________________________to:__________________________________________________

AAMFT approved_________ Date license issued____________State Issuing_____________________________________________________

Expiration date_____________________________Appropriate verification has been provided______________________________________

Supervisor Information II

SUPERVISOR:________________________________________________________________________________________________________           

PHONE:_____________________________EMAIL:__________________________________________________________________________

ADDRESS:____________________________________________________________________________________________________________

LIC #: MFT_______________LCSW___________________Clinical Psychologist__________________________________________________

Board Certified Psychiatrist___________________________________________Other______________________________________________

Agreement in effect from:_________________________to:___________________________________

SUPERVISOR:_______________________________________________________________________________________           

PHONE:_____________________________________________________________________________________________ 

EMAIL:_____________________________________________________________________________________________

ADDRESS:___________________________________________________________________________________________

LIC #: MFT_______________LCSW___________________Clinical Psychologist________________________________

Board Certified Psychiatrist__________________________________________Other_____________________________

 Agreement in effect from:_________________________to:____________________________________________________________




